55.4% (race/ethnicity) to 26.5% (sexual orientation) for emergency medicine. Perceived strength of the evidence strongly associated with physicians' acknowledgment of specific disparities in the United States (p-values ranged from <0.001 to 0.018) but demonstrated comparatively poor associations with acknowledgment of the same disparities in one's personal practice (p-values ranged from 0.033 to 0.433).
Placement and Care Coordination: Eligible participants were contacted in the ED or in their encampment communities by outreach workers, placed into bridge units, and assigned case managers who assisted with their transition into permanent supportive housing. Monthly Systems Integration Team (SIT) meetings were held to discuss and coordinate housing, social service and medical care needs of participants.
Results: 575 individuals were identified and entered into the UIH Homeless Patient Registry over 12 months. 60 individuals meeting the HUD definition of chronically homeless were reviewed by the CHRP. 45 cases were referred for intake to a community outreach worker and 26 individuals were placed into permanent supportive housing. Of the 26 individuals housed, 4 participants died and 11 were discharged from the program for several reasons including unstable psychiatric illness, substance abuse, or imprisonment. 11 participants continue to be housed in community-based permanent supportive housing. Overall UIH health care costs decreased by 21% and UIH ED utilization decreased by 57% for participants in the BHH program over 12 months.
Conclusions: With increased health care utilization and costs driven by unmet social needs, the burden of housing the homeless has been shifted to health care. The BHH pilot program demonstrates that EDs partnering with community agencies are well situated to facilitate permanent supportive housing placement for chronically homeless patients and reduce their overall health care utilization and cost. Our first cohort had a high rate of participant illness and mortality, suggesting that strategies for improved management of complex medical conditions are needed in conjunction with permanent supportive housing for this highly vulnerable population. Study Objectives: Homelessness continues to affect communities throughout the United States and is associated with multiple morbidities, such as chronic disease and substance abuse, that can manifest acutely in the emergency department (ED). Disease burden and costs of care may be affected by Medicaid or heath care access. Our objective was to identify differences in psychiatric morbidity, substance abuse, and ED care between homeless patient visits with Medicaid and those without any insurance.
Methods: A retrospective, cross-sectional analysis using statistical software, SPSS 24.0.0.0, was performed on National Hospital Ambulatory Medical Care Survey (NHAMCS) data from 2011-2015. The database is a total weighted probability sample of approximately 675 million patient encounters (based on 130,219 actual visits), which included de-identified information on patient demographics, treatment, and disposition, and was collected from surveys filled out by ED providers nationwide. Visits with homeless patients ages 18 with either Medicaid or no insurance were included. For the primary outcome, differences in ED course were evaluated by comparing variables including past ED discharge within 72 hours, acuity (measured as emergent, urgent, semi-urgent, and non-urgent), and post-discharge outpatient follow-up planning. For the secondary analysis, presenting ED complaints related to psychiatric morbidity and substance abuse were evaluated. Descriptive statistics, bivariate analyses, and multivariate logistic regression evaluated statistical correlations between insurance status and variables related to ED care and presenting complaint while controlling for demographics, such as age and race.
Results: From 2011-2015, there were 4.3 million homeless patient ED visits constituting 0.6% of all visits. Within the visit population, 54% possessed Medicaid (95% CI 47.7% -60.3%) and 46.0% indicated no insurance (95% CI 39.7% -52.3%). Bivariate analyses were significant for positive correlations between insurance status and psychiatric complaints (p < 0.000), ED discharge within the past 72 hours (p ¼ 0.038), and lower acuity status (p ¼ 0.022). There were negative correlations between insurance status and ED substance abuse complaints (p ¼ 0.013). The multivariate analysis was most significant for insured visits having a 2.41 times (95% CI 1.45 -4.01) more likely chance of presenting with a psychiatric complaint compared to no insurance (p ¼ 0.001). Females were 0.50 times (95% CI 0.32 to 0.80) as likely to be uninsured versus males (p ¼ 0.004). With acuity level controlled, there were no statistical differences in post-discharge follow up planning and substance abuse complaints.
Conclusions: Medicaid insurance status was most associated with a higher likelihood of ED psychiatric complaints as well as female sex and may be correlated with interrelated factors such as lower presenting acuity level and fewer substance abuse complaints. In multivariate analysis, insurance was not associated with more follow-up planning or fewer substance abuse complaints. Results highlight potential areas of intervention to improve Medicaid services available for homeless patients, which may have significant implications for ED patient care and costs.
Treatment of Benign Vertigo and Length of Stay in the Emergency Department
Chan S, Schneiderman N, Chiem A/Presence Resurrection Medical Center, Chicago, IL Study Objectives: Benign vertigo is a commonly treated condition in emergency departments. It can be challenging for providers as the symptoms are usually sudden onset and can be debilitating. Our purpose was to compare various medications commonly used in the ED for treatment of benign vertigo and their effects on length of stay (LOS).
Methods: This was a retrospective chart review of 199 patients treated for benign vertigo between January and June 2014 at 2 emergency departments in Chicago, IL. Inclusion criteria were patients 18 or older with a diagnosis of benign vertigo. Data collected included treatment (IV fluids, ondansetron, diazepam, and meclizine), LOS, and disposition. Patients were excluded if given other antihistamine, anxiolytic, or antiemetic in addition to or replacement of the 3 studied. Other exclusion criteria included trauma, leaving against medical advice, headache, or missing medical records. Student t or Chi-squared tests were performed as appropriate. Regression analysis of LOS was performed using a general linear model. Statistical significance was set at p-value of 0.006 to correct for the Bonferroni effect.
Results: 199 patients met inclusion criteria. 12 patients were excluded, giving a sample size of 187. Of those, 146 were discharged. The LOS for these patients averaged 194 minutes (SD: 79.2). None of the 4 treatments reviewed (IV bolus, meclizine, diazepam, or ondansetron) significantly decreased ED length of stay. However, the administration of IV fluids and/or diazepam significantly increased the ED length of stay by 35 minutes (p¼.003) and 52 minutes (p<.001) respectively (Table 1) .
Conclusions: Meclizine and zofran may have a small beneficial impact on LOS, although findings were not significant. IV fluids lengthened LOS but the meaning of this is unclear as it may have taken more time to infuse IV fluids. Diazepam also lengthened LOS; however, its use could have indicated more severe cases of vertigo which required more time and reassessment. Study Objectives: The aim of the study is to determine the usefulness of computed tomography (CT) and magnetic resonance imaging (MRI) in the evaluation of patients with dizziness in the emergency department (ED) focusing mainly on CT findings as the CT scan is the first line management in the ED and to determine the signs and symptoms that potentially predict the presence of acute abnormalities on the CT head evaluation Methods: Electronic records of patients presenting with dizziness and vertigo to the emergency department between January 2012 and January 2015 were reviewed. First, patient demographics, signs/symptoms, CT and MRI results, admission status and ED length of stay were assessed. Then, CT and MRI results were further assessed to distinguish between the presence of positive findings versus an unremarkable study. Chi square was used to assess the association between clinical variables and acute head CT and MRI findings.
Results: A total of 261 patients complained of dizziness in ED and had a head CT scan evaluation. The average age was 54.1 years with maximum 98 years old and minimum 15 years old. 130 females and 131 males presented with dizziness and were equal by a 1:1 ratio. Of these 261 patients, only 39 (14.9%) had abnormal CT findings (hematoma, intraparynchimal hemorrhage, infarction and brain lesions), 6 (2.3%) had incidental findings, and the remaining 216 (82.8%) had negative studies. 34 patients underwent MRI evaluation of the brain, 13 (38.23%) had abnormal findings, 2 (5.9%) had incidental findings (otitis media, sinusitis,opacification), and the remaining 19 (55.9%) had normal studies. (Table  1) . Out of 39 patients who had abnormal findings on the CT scan, only 28 patients (11%) had an acute brain insult/stroke, indicating that dizziness was poorly predictive of higher rate of stroke, while 1.2% (3 patients) and 3.1% (8 patients) of the positive cases found to have hematoma and mass lesions respectively. All the patients who included in our study presented with confusion, syncope, headache, weakness, numbness, LOC, abnormal speech, and visual problems. However the LOC among the positive cases was the only symptom that had a significant P-value (P.001) with the acquisition of ED-CT scan (Table 2) . Of the 261 patients, only 38 (14.6%) patients presented with headache, although there is no strong association between a headache and abnormal findings on ED-CT scan obtained (P¼.07), we found that 50% of patients who had acute hemorrhagic findings experienced a headache in ED.
Conclusions: In the 3-year period studied, CT scans for ED patients with dizziness and vertigo yielded a low predictive value for significant pathology.
